respondents who answered positively to parts (c) and (e) based their decision on age, severity of the illness, and/or the infecting organism.
Of the 504 positive reports of routine referral, 271 (53-8%) claimed to refer children immediately on discharge, 230 (45 6%) at the first outpatient appointment, and three (0-6%) at some later time. The responses indicate that about 60% of children are referred within three months and all within a year of discharge.
The majority of the additional comments about postmeningitic hearing impairment (n=62) indicated that cases of hearing impairment were seen very infrequently, eight respondents having never seen a case. Other comments concerned factors possibly associated with hearing impairment (n=28). Some of these were based on misunderstandings of the aetiology. Thirteen respondents stated that hearing impairment only followed infection with Streptococcus pneumoniae or Haemophilus influenzae. At least three doctors thought that the referral was not urgent and one thought that the routine distraction test of hearing at 8 months was a sufficient safety net for children younger than this age.
Comments in 25 cases concerned problems with assessing the children including long waiting lists for audiology, lack of direct access to the audiology service, and the lack of age appropriate testing skills.
Discussion
The results of this survey are very encouraging. They indicate that, in general, paediatricians are aware of the need for formal hearing assessment and are including this as part of their routine management. It is to be hoped that these good intentions are always translated into good practice.
The results indicate that doctors who say that they do not always refer are basing their decisions most often on a clinical concern over the child's hearing. This implies that paediatricians are acting as the first screen of hearing ability after bacterial meningitis. The accurate bilateral testing of young children is difficult even in the best surroundings and impossible in a busy ward or outpatient clinic. A child who appears to hear in such circumstances may none the less have a mild to moderate bilateral or a unilateral impairment.
Whether age is an appropriate referral criterion must be determined from good quality epidemiological data, but no satisfactory study so far supports the restriction to those under 3 years. This cut off would not reduce the workload of the audiological services by an appreciable amount as the majority of cases occur under this age, but it would mean that some children with damage to their hearing would be missed. 6 Referral based on the bacterium responsible would also miss some children with hearing impairment as hearing impairments have been found after meningitis due to each of the major infective organisms. 6 In our view, when to refer postmeningitic children should not be in question. Referral should be made while the child is still in hospital and the importance of the assessment stressed to the parents. The assessment should ideally take place four to six weeks after discharge to allow for resolution ofany associated conductive impairment and to ensure that profound hearing impairments are detected early enough to enable a cochlear implant to be a viable option.
Our thanks go to the paediatricians who took the time to answer and return the questionnaire and to Professor Mark Haggard and Dr Adrian Davis for helpful comments. multisystem involvement, some of which may be explained by the effects of shock, but the skin changes, the central nervous system involvement (with adenovirus cultured from the cerebrospinal fluid), the skeletal muscle involvement (with a creatine phosphokinase of 8130 U/1), and the myocarditis cannot be attributed to hypotension alone. We therefore believe that she had disseminated adenovirus infection producing a clinical picture identical to that of staphylococcal toxic shock syndrome. Toxic shock-like syndrome has been described with several infectious agents, including staphylococcus,3 streptococcus,4 and pseudomonas5.
The toxins which cause staphylococcal and streptococcal toxic shock syndrome have a common mode of action, binding to specific VP bearing T cells and stimulating T cell proliferation and cytokine release.6 It is possible that similar immune events were induced by adrenovirus infection in this child.
We conclude that this case with multiorgan involvement producing a clinical picture of toxic shock syndrome was due to infection with adenovirus. We therefore recommend that clinicians consider adenovirus infection in the differential diagnosis of toxic shock syndrome in children.
We thank Dr R Dinwiddie, Dr P Habibi, and the staff of the intensive care unit, and the department of virology at the Hospital for Sick Children, Great Ormond Street, London.
Accidental ingestion of 'Ecstasy' (3,4- The convulsion was unresponsive for 60 minutes to a total of 2 5 mg/kg diazepam and 0-4 mg/kg of haloperidol, both given intravenously. A chlormethiazole infusion (10 mg/ kg/hour) was commenced and there was a dramatic response with both the convulsion and the cardiovascular instability resolving within 5-10 minutes. A further self limiting episode of hypertension (180/70 mm Hg) and tachyarrhythmia (170 beats/min) occurred five hours after admission. All abnormal signs had resolved by seven hours so the chlormethiazole infusion rate was halved and finally stopped at 16 hours.
No haematological or biochemical abnormalities were observed. Results of toxicology are shown in table 2.
The possibility of non-accidental ingestion of 
